NG
CINUP

Benefits
* First Nations

EMPLOY ABILITY CHECKLIST

Please complete the enclosed forms in full, and in ink. Ensure all forms are
signed and dated where applicable.

o

Direction and Authorization Form
o Employee Statement

o Attending Physician’s Statement (take full package to your attending
physician who will complete the appropriate form)

0 Void chegue

Mail, fax or email completed forms to:

Mail: JG Benefits Inc.
1051 King Edward Street
Winnipeg, MB R3H OR4

Fax: 1-833-702-4687
Email: disability@cinup.ca

Should you have any questions, please contact the CINUP Disability team at 1-800-665-1234



DIRECTION AND AUTHORIZATION TO RELEASE PERSONAL INFORMATION

FROM A V\C 18 Wa) L \\Cr (\}

Employee’$ (Claimant Name)
TO Desjardins Financial
RE RELEASE OF CONFIDENTIAL/PERSONAL INFORMATION TO

JG Benefits Inc/CINUP (hereinafter “Policyholder™)
INDIVIDUAL POLICY NUMBER : Select Policy Number

Ihaebydneamdwﬂmmdlecompmywdtmwm-ﬂwmnyholdu(mm
thClNUP)mymdallmfommmordoamamnonomcanmgmycwmmdns
evahmbyﬂlecompmy,mhndmghunollmmdw,myumw,
vocational, rehabilitation, or any other confidential/personal information or
documentation concerning my claim. I also authorize the Company (Desjardins

Financial) to send to the policyholder, copies of correspondence the Company receives
from me concerning my claim as well as any medical information received from external

sources.

Duration and Revocation

I understand that
e Itis not a requirement of the Policy/Policies that | authorize the company to
disclose information to the Policyholder
o This authorization will remain valid for as long as | am claiming benefits or
service from the Company: and,
e | am free to revoke this authorization at any time by sending written notice to the
Company of such revocation.

I have read and understand the above. | am signing this voluntarily, and not under
compulsion by anyone.

Signature of Claimant Date
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Complets and save the form on your computer first. Toronto ON MSW 1G8

Keep onginal forms for your records. Send ongnal forms and keep copies. Keep ongnal forms for your records.
for your records.
Contact us: 1-800-263-1810 (toll free) or 416-926-2990
O D . d. GROUP INSURANCE - DISASRITY CLAMS
| es‘lar ins DISABILITY OR WAIVER OF PREMIUM CLAIM
EMPLOYEE STATEMENT

Life - Health - Retirement

) mmammmaumummmmmmummm-m.

Date of birth

Wood) vlegon om Qf | 198 7707

et - WL ] A D0 gm:”"ow e 4H3

Policy or group or contract no. Division no. Certificate or identification no.

s | 5G08 G 00347 Q49 540 218 418

Telephone no. (mandatory: ( V) ) (p 2l ~> 71 9 i am et ot

2
Emaiadaess ) DO A santleanl . on. (0.
'mmmmimwnmmmmpmmmw»mmm
2 Please provide this information only if you authorize Desjardins Insurance 1o email you.

ol PV A ™ %" o’ P vur

1, Training: mqb ; :
Level of education: ——7 .2 \L'QQ((;S od lm.d-QJ&J%‘\J‘

Work experience: (Q+ L.%P_I_J,CQ

Spoken language: [ English [ French Written language: (jJEngish [] French
2 s disabiity due to an accident?  If "Yes®, date of accident: Time | Type of accident
fi=—] ryy AU oo
Oves MEno | _8: [Owork-related  [JMotorvehice ] Other

Indicate details (whare, how):

Did you receive prior treatment for the liness or injury causing the disabilty? [ JYes [SJNo
If “Yes*, give particulars including name, address and telephone number of all treating physicians and specialists

4. Name, address and telephone number of physicians and specialists who have treated you during the disability:

" D 23 Dc & N\ e Exres (] C R & .‘ [\ QX QAL
Lo C\ QAC  Acckhaloold N(eP
0 ON)

<2Qﬂ J1_ -8G5 948

PLEASE OOIIPLETEWE BACK OF THE FORM.
06329E01 (2018-11) Desjardins Insurance refers 1o Desjardins Financal Secunty Ufe Assurance Company.

"




S, If you have any accident or sickness coverage through a union, society, creditor, morigage. auto, lodge or other association, through another employer,
" under an individual policy, give the following particulars:

Name of insurer Policy no. Certificate no. Start date of benefits End date of benefits Benefit amount Weelkly/Monthily
Yy v oo Yrey - oo S Dw D“
Comments:

Please include a specimen cheque marked “VOID".

| hereby authorize Desjardins Insurance 1o deposit my benefit payment through the DIRECT DEPOSIT system into account at the financial institution
indicated below:

Name of financial institution : >

LPRC D en 0Bk A 20 G BE SO OSSR
we_w&« on TR sp .

Any credit entered in my account in accordance with this authorization will be identified with a DIRECT DEPOSIT transaction code and | acknowiedge that
maunqmmm:ﬁanmnmmmm
Thes authorization will be efiective on 1(.4&‘ S /(\?i . The authorization wll terminate following a 10-cay

—Tl e Qcbolyo: 3,202

Desjardins Insurance handles the personal information it has on you in a confidential manner. Desjardins Insurance keeps this information on file so that you
may benelit from group insurance sarvices ofiered by the Company. This information is consulted solely by Desjardins Insurance emgloyees who need to
g0 s0 in the course of their work. Desjardins insurance may compile anonymized personal information for statistical and informational purposes. Desjardins
Insurance may also communicate with plan members 1o provide them with optimal haalth management. You have the right to consult your file. You may also
have information comrected if you demonstrate that it is inaccurate, incomplete, ambiguous or not useful. To do $o, you must send a written request 1o the
following address: Privacy Officer. Dasjardins insurance, 200, rue des Commandeurs, Lévis, Québec, GV 6R2. Desjardins Insurance may use the client list
to offer its clients an insurance product following the termination of their group insurance. f you do not wish to receive these offers. you may have your name
removed from the list. To do so, you must send 2 wrilten requast 10 the Privacy Officer at Desjardins Insurance.

To be completed for each claim.

lwwmmm-mnummnmmmmuuwmammmwm
file and settling my claims to: (a) collect from any person or legal entity, or from any public or parapublic organization, only the information deemed necessary
1o manage my file. The non-axhaustive kst of sources from which information may be collected includes healthcare professionals or faciliies. the MIB (formerly
known as Medical information Bureau). insurance companies, personal information officers or investigation agencies. the policyholder, my employer or former
unuonm(b)mlebuudm«ammmmmmm«vmsw“yvmmdmﬂ&m
when necessary. request an inquiry report about me. and aiso use the personal information it may have about me in 2xisting files that are now closed.
mmnmwmumm-ummmmeanmmmmAummuu”
Desjardins Insurance permission to leave voicemail about my disability ciaim at the phone number provided on this form.

| authorize Desjardins Insurance 10 use or . my social insurance number for tax purposes. A photocopy of this authorization is as valid as the original.

wa&n/g}ﬂ(@v s e Qekohioc 2 Qo

Mmuwmwmwmmmmmmunmuum
Desjardins Insurance — Disability Claims.



- S MEGAN WOOD
RB( Oct 3, 2022

October 3, 2022

To: Whom it may concern
Re: Void Cheque

Please accept this copy of a void cheque as confirmation of MEGAN WOOD's bank account information
for the purposes of pre-authorized debit or credit.

MEGAN WOOD Date: 20221003
YYYY MM DD

934 MOUNTDALE AVENUE $ l:]

THUNDER BAY, ON

P7E229

Transit Number. Institution Number. Account Number

0&aR2 003 5060520
DT7€2

Royal Bank of Canada Website, © 1995-2022



Attending Physician Statement

(Please take full package to your physician)



“ Submit onfine & By mail: By fax:
PO Box 1203STNA
e ot B 1-844-405-6571 (1ofl free)

Complete and save the form on your computer first.

Keep original forms for your records. - v pout hnap cuples fox. Keep original forms for your records.
0 Desjardins INITIAL ATTENDING PHYSICIAN’S STATEMENT
Insurance GENERAL FORM
Uife - Health - Retirement
@ reasepRINT @ 7277 1 10 be completed by patient.
@ PART 2 10 be completed by physician. @ Anv charge for completion of this form i the paent’s responsibiity.
PART 1 - Identification of patient
Last name and first name (PLEASE PRINT) Pohicy or group or contract no. Cernficate or identificabon no Date of buth
641028

PART 2 - Attending physician’s statement

nismmuw.uwmmm-mmammmuudmmqm
mhnmmuuwmumwmmm

1. Diagnosis (including complications) - If psychiatric, give DSM-IV code.

11 Primary:

1.2 Secondary:

13 Subjective symptoms (including severity, frequency, duration):

1.4 rmwm:mdmm-mm&wmmmwnmmmwz
1.5 Degree of sevenity of all symptoms: CImsild CImos Os O with psychotic elements

2. History

~N
-

Date symptoms first appeared or acudent happened.
Date patent’s condition first prevented them from working:
Has this patient ever had same or similar condition? Oves Ono O unknown
if yes, please specify diagnosis and dates of treatment:

Y

2.4 s condition due to injury or sickness arising out of patient’s employments? Oves One  Cunknown
2.5 Have Worker's Compensation/CSST forms been completed? Oves Ono  DOunknown
2.6 | patient is pregnant, give ED.C.:
2.7 Names and specialties of other treating physicians:
28 Current heght: Current wesght: Weight loss/gain to date:
3. Treatment dates
3.1 Date of first visit for current condi 3.5 Date of discharge:
3.2 Dateof latest visit: 3.6 Date of out-patient
3.3 Frequencyof visits:  [JWeekly CMonthiy 3.7 Name of hospital:
[ Other (specify):
3.4 Date of in-patient 20mission:
4. Nature of treatment
4.1 Medications (dose, frequency, date prescribed):

4.3 Other{includingfrequency):

a4  1s patient following recommended treatment program?  [lYes  [INo (please elaborate):

12018€01 (2018-05) Desjardins insurance refers to Desjardins Finanaal Secunity Life Assurance Company. Page 1de 2



Submit online: By mail: By fax:
S‘ desiprdingifeingucance com/send & POBox 12035TNA 1-844-809-6571 {toll free)
Comgiete and save the form on your computer first. Toronto ON MSW 166 416-526-0697

Keep original forms for your records. e g AN Keep original forms foc your records.
0 Desjardins INITIAL ATTENDING PHYSICIAN’S STATEMENT
inmsance MUSCULO-SKELETAL FORM

Life - Health - Retirernent

@ reaserrnt. @ 72RT 1 10 be completed by patient
‘ PART 2 1o be compieted by physician. . Any charge for completion of this form is the panent’s responssbilty.

PART 1 - Identification of patient

Last name and first name (PLEASE PRINT) Policy or group or contractno. | Certificate or identificaton no. | Date of birth
641028
PART 2 - Attending physician’s statement

nk—ywuhhmammWmmummum-mmmuduﬁnuqm
muummm«umwaﬂmuwm

1. Diagnosis

1.1 Primary:

1.2 Secondary:

13  Date symp first appeared:

1.4 Date patient’s condition first prevented them from working:

L5 Date of first visit for treatment or consultabon:

1.6 Has patient ever had the same or similar condition? Oves Ono  Dunknown if yes, state when and describe:

1.7 s condition 3 result of an injury due 10 an accident? Oves Owno if yes, please describe:
Current height: Current weight: Wweght loss/gam to date:

L&

1s condition due to injury o sickness arising out of patient’s employment? Oves  OwNo Cunknown
if yes, have Worker's Compensation/CNESST forms been completed? Oves Ono

Date of latest visit:
Frequency of visits: [ Weekly Cimonthly  [JOther (specify):
Date of hospital inpatient admission:
Date of discharge:

Date of hospital outpatient
Name of hospitak:
Other treating physici

Pending referrals to specialists:

EkEEEEER

N

Studies
Please outline all objective studies performed/scheduled (X-rays, laboratory Gata, CT scans, etc.] and attach copees of each report.
Dat2 Procedure Results

12019601 (2018-09) Desjardins insurance refers 1o Desjardins Financial Security Life Assurance Company. Page10f3
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LE

wﬂWammwwﬂmh&ewmw
Dwmummmummm
wammmmdmwwmmamm
[work related issues (please describe if known):

O substance abuse:

O other (please descride):

Rehabilitation
amaammum'euaﬁuw-m? Oves ONo
Bpma“wﬂehmm? Oves Ono

1f yes to either of the above, please specify:

Comments
BMmmmmmwmmﬂ”madempﬁuﬂMuww?

11. Identification of physician

11.3 Address - No., street, suite City Provance Postal code
11.4 Telephone no.: ( ) - Faxno.: | ) s

Signature of physician: Date:

Page30of3
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7.

73
72
73
TA

75
16

77

78

S.
9.1

Current treatment
Therapy method:

Therapy goal:

Frequency and length of therapy/counseliing sessons:
Number of therapy/counseliing sessions 1o date:

Treatment compliance:
Treatment response 1O date:

Prognosis and time frame of iiness:

Medications:  Medication name

Date started

initial dosage

Initial response

Date of last dosage change

Date medication discontinued

Future treatment plans
mwnmwmnm«mmm

Return to work plans

Prognosis for Y

wmmﬂmwlm'-mwz
1§ unknown, please indicate the next follow up date:
lmmsuuhmmwmwmmmwmmmwmwm»m

(ngmemr

mmmmmmmmmmm Oves One
Please elaborate on time frames and patient’s response:

smmawmcumw? DOves OnNo if yes, please specify:

mnmmmwmmmnﬁuamuammmmv

Comments

ummmwmmnwmﬂ”mammdmmmwwmmmm

to work?

Identification of physician

Last name and first name (PLEASE PRINT) 9.2 Speciaity License no.

93

Address - NO., street, suite Cay Province Postal code

9.4

Telephone no.- ) . faxno.: )

Signature of physician: Date:

Page 20f2
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i
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71

A A~

R

5

Restrictions and limitations

Functional capacity: {Canadian Cardio-Vascular Society (CCSH

[ltevel 1 (no imitation)  [JLevel 2 {mild impairment)  [JLevel 3 (moderate impairment)  [Jievel 4 (severe impairment)

Functional capacity:

Lifting/Carrying [11-10 (05-45kg) | Frequency:
011-20(50-91%8) | pyration:
[021-50(35-22.7kg)

Pushing/Puliing []1-10 (0S-45kg) | Frequency:
O11-20(50-91%8 | o arion:
[021-50(85-22.7kg)

Standing: —__ hours Frequency:
Walking: _ blocks Duration:
Driver’s license revoked: [JYes [INo

What specific restrictions or limitations prevent the patient from performing the duties of his/her occupation?

How does this affect the patient’s ability 1o perform activities of daily living?

Return to work plans

Prognosis for medical recovery:
Expected date patient will return to their own occupanon:
of unknown, please indicate the next follow up date: . PR | TN S —
!w-musm»mmwmmmwmwmmmmwmmmanua
gradual return to work:

Assessment and treatment are complicated by: please select and explain in the space provided below.

[ significant emononal or behawioural disorder such as depression, anxiety, e1C.
Dwmmmmmdmwmm&znamm

O work-related issues (please describe  known):
O Substance abuse

[JOther (please describe):

Progress

Has patient: [JRecovered Oimproved [ Not improved O Retrogressed
Current status: ] Ambulatory [OHouse confined ] Bed confined O Hospital confined

Rehabilitation
is patient 3 suitable candidate for medical rehabilitation services? (i.e. cardiopuimonary program, speech therapy, etc): Oves One
if yes, please specify:

Is patient a suitable candidate for vocation rehabilitation? [Jves [JNo If yes, please specify:

Comments
smmmwmmmmmanuawmdmmnw-ﬁmumw?

11. Identification of physician

111 Last name and first name (PLEASE PRINT) | 112 Speciatty lunuuem.
i

11.3 Address - No., streel, suite City Province Postal code

11.4 Telephone no.: ( ) . Faxno.: ( )

Signature of physician: Date:

Page 20f 2
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71

72

i

Describe the therapes to date: Ona DOrarnal O Complets
Describe all co-morbid conditions:

Describe any post therapy sequelae:

Please provide the patient’s prognosis for improvement and/or recovery:

s the condition due to injury Or sickness arising out of the patient’s employment? [J¥es [INo
Patient’s current physical abilities
O)Sedentary duties:  Mainly sitting, occasional walking and standing, and possible lifting of 5 kg or less.

COught duties: Frequent handling of 10ads of up to S kg, sometimes up to 11 kg: may require frequent walking or standing, or sitting with 3
degree of pushing and pulling of arm and/or leg controls.

O Medium duties: Frequent handling of 103ds up to 11 kg, sometimes up to 23 kg.
Frequent lifting, carrying, pushing and puiling may 350 be required.

O Heavy duties: Frequent handling of 10ads up 10 23 kg, sometimes up to 45 kg.
In your opinion, what is the earliest date your patient will be able to return to work?

If the previous job could be modified, when could rehabilitation employment commence?
Comments

Please provide the names of other physicians who have been/will be involved in assessing the medical problems and copies of any available
consultation reports:

We would appreciate any additional comments that would help us 10 better understand your patient and their congition:

8. Identification of physician

8.3 Address - No., street, suite City Province Postal code
24 Telephone no.: { ) . Fax no.: ( )

Signature of physician: Date:

Page 20of 2



[ GrOUP sURANCE - DiSABILITY CLAMS |

O Desjardins
I

nsurance
Life - Health - Retirement

IMPORTANT NOTE TO CLAIMANT

In order to avoid any delays in the assessment of your claim, please have your physician complete the
appropriate Initial Attending Physician’s Statement form:

- General Form no. 12018£01
- Musculo-skeletal Form no. 12019€01
- Psychiatric/psychological Form no. 12020E01
- Cardiac Form no. 12021E01
- Cancer Form no. 12022601

We have sent you all five of the above-mentioned Initial Attending Physician’s Statement forms, each of
which is specific to a particular illness. Please give all five forms to your physician so they can fill out the
appropriate one.

It is important that your physician fully complete the form that best corresponds to your medical
condition to ensure your claim is processed promptly.

Short Term Disability: Return the complete form to Desjardins Financial Security Life Assurance Company,
hereinafter Desjardins Insurance, as soon as possible.

Long Term Disability: Return the complete form to Desjardins Insurance no later than six weeks prior to
the start of your long-term disability period.

Online: desjardinslifeinsurance.com/send

Desjardins Insurance
PO Box 1203STN A
Toronto ON M5W 1G6

Fax: 416-926-0697 or 1-844-409-6571

12900601 (2018-09) Desjardins Insurance refers to Desjardins Financial Security Life Assurance Company.



